this type have had adverse effects in large doses or in chronic usage.
Liquid paraffin, once thought harmless, has now earned itself a bad name. It may impair absorption of fat-soluble vitamins, leak from the anus, be aspirated into the lungs to cause lipoid pneumonia, and be absorbed (especially when given in emulsion form) and be deposited in body tissues. These risks are greater in the elderly, and its use should be avoided-at least as a regular habit.
Rectal Evacuation.-Suppositories of glycerine or bisacodyl are sometimes helpful. The latter may cause local discomfort. Enemas should be small-volume solutions: oil for softening and saline for evacuation. Disposable hypertonic saline enemas are convenient, gentle, and reasonably effective. Soap should never be used in enemas.
Manual Removal of Faeces.-This may be required in the initial treatment of faecal impaction: oral laxatives cannot be expected to clear the bowel when the lower end is plugged so effectively with accumulated faeces. Suppositories and enemas may also fail in this situation, although a small-volume enema should be tried as the first step, and this may be repeated daily, its efficacy being judged by repeated digital examinations. With soft faecal impaction bisacodyl suppositories may also be successful: one should be used high up in the rectum and repeated once if there has been no result after two hours.
Large volume washouts with saline may be needed to clear the lower bowel if impaction is high above the rectum.
In the management of faecal incontinence, since most cases are due to spurious diarrhoea associated with faecal impaction, treatment of the latter will deal with the incontinence. For the neurogenic type of faecal incontinence, a regimen of Mist. kaolin et morph., 15 ml every morning, alternating with Senokot 1-2 tablets every night has been advocated by Jarrett and Exton-Smith.140 In such cases it is essential to exclude the presence of faecal impaction. 8 Wilkins, E Table II classifies other types of eruption, whose pathogenesis is almost entirely unknown. The reported frequency of drug rashes depends upon the vigilance of the observers, the prescribing habits of the doctors, the self-medication urges of the patients themselves, and (of increasing importance), the unknowing exposure to drugs, as, for example, quinine in beverages such as Bitter Lemon.
The apparent incidence of rashes may be misleading. Plainly the antibiotics labelled "high risk" are prescribed for more patients than are the hydantoins, which I have listed under "common offenders"-and yet hydantoin may be the more active culprit causing a great diversity of rashes in a higher proportion of patients for whom it is prescribed.
The properties of the drug itself, its impurities, the excipients, and its metabolites will need to be considered. The antigenic determinants may be relevant and may number at least three in sulphonamides and over a dozen in the penicillins.
The type of rash is important diagnostically. An acute erup- 
Disorders of Pigmentation
There are many types of pigmentary disorders, each with its own special features depending on the drug and the nature and depth of the pigments in the skin. The commonest drugs to cause pigmentation are the tranquillizers: the "purple people" were on large doses of chlorpromazine. Related phenothiazines may cause similar discolorations. Heavy metals cumulatively pigment the skin by various mechanisms. The most commonly implicated metals are silver, gold, bismuth, and arsenic. Important today are the oestrogen-containing hormonal contraceptives, which stimulate melanocytes-particularly the larger melanocytes situated on the forehead and cheeks. The effects of this are not often reversible (chloasma or melasma). Anticonvulsants such as phenytoin, the chemically similar nitrofurantoin, some cytotoxic agents, corticotrophin, cathecholamines, bromides, and antimalarials (mepacrine-yellow; chloroquine-blue or black) are offenders. His environment will include chemical additives in foodstuffs, inhalants, the "harmless" excipients and colouring matter in the medicine, and other drugs and their metabolites-a hospital patient may have been committed to a dozen or more of these. Frequently all drugs are stopped when the rash is noticed without regard to which are likely to have given the rash or whether the patient will come to harm with the rash rather than without the benefit of the treatment. Drug interaction is a subject of prime interest. An alteration in the drug activity, as in the anticoagulant action of coumarins when the patient is being treated concurrently with certain other drugs, may often be anticipated. The drug itself may have a variety of pharmacological effects on completely different tissues and enzyme systems simultaneously.
Can a patient, by definition, be considered a normal control test subject ? How does his disease influence the action of the drug? An antibiotic may destroy micro-organisms rendering them antigenic-for example, haemophilus, streptococcus, and mycobacteria-or toxic by liberating chemicals and products of their disintegration. Glandular fever (ampicillin), systemic lupus erythematosus, and cutaneous hepatic and mixed porphyria, are known to lead to the development of an eruption when taking some drugs. Acute intermittent porphyria has no skin manifestations but dangerous acute attacks may be drug provoked and erythropoietic protoporphyria causes a photo-induced eruption worsened by hepatotoxic drugs.
Drugs are blamed all too often by doctor and patient for causing rashes. Much new knowledge is required before the diagnosis of "drug-induced rash" can be made honestly and confidently; only then will it be possible to remove the iatrogenous slurr from an innocent efflorescence. There have been many cases of readministration accidentally or electively of a drug presumed to have caused a rash and yet the patient has remained unaffected.
Any Questions?
We publish below a selection of questions and answers of general interest E.E.G. Follow-up Idiopathic Epilepsy
Is an E.E.G. follow-up necessary in the management of chronic idiopathic epilepsy, and if so, how often should the E.E.G. be done?
If the patient was adequately investigated when his epilepsy first appeared then no further E.E.G. is necessary. But, if at any time over the years there is a sudden deterioration or change in the character of the fits then further investigation, including an E.E.G., is indicated.
Tinted Glasses for T.V. Viewing?
Can tinted glasses play any significant role in the prevention of ocular fatigue caused by television viewing?
Television may cause ocular fatigue because of the long period in which the eyes remain looking at the same point, with very little variation in the direction of gaze. Fatigue may also result from too high a contrast between the light from the screen and dim background illumination. The solution to the latter problem is to raise the general illumination of the surroundings rather than to reduce the luminance of the screen by wearing dark glasses.
Phenytoin and Carbamazepine Combined
An epileptic whose fits had been controlled for the past 20 years by phenytoin sodium developed trigeminal neuralgia. Carbamazepine was substituted for phenytoin with benefit to the neuralgia but the fits returned. Is there any reason why phenytoin and carbamazepine should not be given in combination?
Phenytoin and carbamazepine can be given in combination. Many epileptics are on both drugs. However, as carbamazepine reduces the amount of phenytoin in the circulation by causing a more rapid breakdown of the drug' the dose of phenytoin must be increased or else another anticonvulsant tried. There are interactions of this sort between many anticonvulsants. The proof of the pudding is in the eating: varied doses or various anticonvulsants, or both, should be given. Nowadays the larger hospitals can estimate the amount of anticonvulsants in the blood.
